Population ageing is a worldwide phenomenon, most advanced in developed countries and expected to continue over the next few decades. As people are surviving longer with age-associated disease and disability, there is an imperative to identify innovative solutions for an already overburdened health care system. Such innovations need to be focused on disease management, taking into consideration the strong associations that have been established between psychosocial factors and pathophysiological mechanisms associated with chronic disease. Aside from personal and community costs, chronic diseases produce a significant economic burden due to the culmination of health care costs and lost productivity. This commentary reports on a programme of research, Translating Research, Integrated Public Health Outcomes and Delivery, which will evaluate an optimal health programme that adopts a person-centred approach and engages collaborative therapy to educate, support and improve the psychosocial health of those with chronic disease. The effectiveness of the optimal health programme will be evaluated across three of the most significant contributors to disease burden: diabetes mellitus, chronic kidney disease and stroke. Cost-effectiveness will also be evaluated. The findings derived from this series of randomised controlled trials will also provide evidence attesting to the potential applicability of the optimal health programme in other chronic conditions.
Background
Over the past few decades, tremendous advances in medical science and technology have enhanced the understanding and treatment of chronic diseases and led to increased longevity [1] . In spite of this, chronic diseases remain the leading cause of illness, disability and death, not only in Australia, accounting for 90 % of all deaths in 2011 [2] , but also worldwide [3] . Given the enormous personal, social and economic impact of chronic diseases, tackling them has emerged as the predominant challenge to global health [4] . It is well established that psychosocial factors contribute significantly to the aetiology, development and trajectory of chronic diseases, as well as to quality of life [5, 6] . Even so, far too often psychosocial aspects of chronic diseases are overlooked [7] . In a time when medical breakthroughs equate to increased human lifespan, essential now are effective (including costeffective) and sustainable interventions that target the management of chronic disease.
An optimal health programme (OHP) that adopts a person-centred approach and comprises psychosocial supports and a skill base designed to maintain optimal chronic disease management was originally designed to support patients with mental illness [8, 9] . The OHP is based on a collaborative therapy framework sensitive to service structure, resources and staff mix to ensure maximum likelihood of integration into existing health services [10] . With the intention of enhancing selfefficacy, self-management, care coordination and quality of life the OHP has been adapted to the broader context of chronic physical diseases. This commentary supplements a series of study protocols of randomised controlled trials that will evaluate the OHP across three of the most significant contributors to disease burden: diabetes mellitus (DM), chronic kidney disease (CKD) and stroke [11] .
The chronic disease challenge
It is widely acknowledged that many chronic diseases, particularly lifestyle-related diseases, share similarities in their underlying aetiology, risk factors and progression [12] . Epidemiological studies have provided evidence of strong associations between chronic physical illness and an increased risk of mental illness [13, 14] . For example, links have been identified between anxiety and depression and DM [15] , CKD [16] and stroke [17] . Recognition of these parallels and commonalities provides merit for a holistic approach to chronic disease management that targets psychosocial empowerment, collaborative care and health service integration-the primary foci of the OHP.
Diabetes mellitus
The prevalence of DM is reported to have reached epidemic proportions [18, 19] . The management of DM imposes a complex self-care regimen that can be difficult to sustain, including healthy eating, regular physical activity, taking medications as recommended, checking blood glucose levels and attending medical appointments. Owing to the evolving nature of DM and the complex interactions it involves between physiological, psychological and environmental factors, DM is acknowledged to be one of the most challenging chronic diseases [20, 21] . Recent guidelines have recommended a collaborative approach to be delivered by a multidisciplinary team that tailors interventions to each individual's situation [22] . Thus, interventions involving shared decision-making, pragmatic problem-solving and promotion of behaviour change strategies should be considered when working toward achieving sustainable selfmanagement of DM.
Chronic kidney disease
The past two decades have seen a rapid escalation in the prevalence of CKD due to an ageing population and a growing prevalence of diabetes, hypertension and obesity [23] . Recent estimates indicate that the cumulative costs of providing treatment to new and existing patients in Australia from 2009 to 2020 will reach $12 billion [24] . A recent review of CKD self-management programmes concluded that life contexts, socioeconomic factors, health literacy and psychological factors, as well as communication with health care providers, all contribute to an individual's adherence to treatment, and further that self-efficacy skill-building could potentially improve treatment adherence [25] . Of note, CKD is largely a preventable chronic condition, as many of its risk factors are modifiable, including high blood pressure, tobacco smoking, physical inactivity, poor nutrition and obesity [24] .
Stroke
Stroke is the second leading cause of death worldwide (11 %) and is often associated with long-term disability [26] . The abrupt onset of stroke and its numerous serious sequelae profoundly affect the psychological health and quality of life of stroke survivors and their carers [27, 28] . Role reversals and unexpected physical, cognitive and emotional demands have been demonstrated to contribute to adverse outcomes such as anxiety, depression, cardiovascular disease and mortality for both survivors and carers [27] [28] [29] . Only recently has research in the field of stroke shifted from a physical emphasis to include psychological and social elements with a focus on carers; yet, the stroke survivor-carer dyad has received minimal attention [30] . In recognition of the indispensable role of caregivers in the management and co-ordination of care, often at the expense of their own health, the stroke OHP has been developed in consideration of the needs of both stroke survivors and their carers.
The Optimal Health Program (OHP)
This series of randomised controlled trials compose the Translating Research, Integrated Public Health Outcomes and Delivery (TRIPOD) programme of research. Within TRIPOD, the OHP embraces a modular format that has been tailored specifically to various stages of each of the three chronic diseases, engaging consumers and clinicians from acute care through to community. Figure 1 presents a generic diagram of the OHP; descriptions of OHP modules specific to DM, CKD and stroke are presented in each of the respective protocol papers. In brief, the modules delivered by health care facilitators (e.g., nurse, psychologist) are based on a structured workbook/journal, conducted weekly and approximately 1 h in duration. Session 1 explores chronic disease and self-management from a holistic perspective, incorporating social, physical, emotional, intellectual, employment and spiritual aspects. Sessions 2 and 3 see the introduction of a health plan involving psychosocial implications and engagement with health care providers. Session 4 is focused on medication management and physical health. Session 5 helps to identify and include key community supports. Session 6 establishes new proactive avenues for change, and session 7 integrates these via goal-setting around the complexities of chronic disease. Session 8 strategizes sustainable advance care planning. A 'booster session' is run 3 months after session 8 to review progress against health plans.
When delivering the OHP, emphasis is placed on a collaborative partnership between the facilitator and the participant, who work together to develop viable health action plans and to discuss and arrange referrals with the multidisciplinary team, dependent on ongoing caregiver needs. The facilitator encourages the participant to identify early warning signs of stress and illness and provides them with the skills to integrate healthy coping strategies to successfully manage stressful periods. Importantly, enhancing self-efficacy is at the centre of the programme with the aim of improving self-management skills, optimising psychosocial health and increasing the capacity to access key supports. By providing enablers for increased independence and empowerment, we envisage that users of the OHP will work towards a shift in focus from the person being 'dependent on' services to being 'supported by' services.
Conclusions
The devastating effects of chronic disease not only impact upon public health but also cause much harm to the socioeconomic fabric of communities [31] . In the absence of evidence-based and cost-effects models for the management of chronic diseases, the human, social and economic costs will continue to escalate and overwhelm the capacity to address them [32] . Furthermore, the growing understanding that many chronic diseases arise from similar underlying causes and have similar features challenges health care professionals to transform the way in which they respond to management of these diseases. In this series of randomised controlled trials, we will adapt a generic OHP for three chronic diseases known to have the greatest impact on disease burden: DM, CKD and stroke. In doing so, we will attempt to address the challenge of effective and sustainable chronic disease management via an OHP that (1) has been developed in close collaboration with health care clinicians, patients and carers; (2) addresses psychological, social and physiological aspects of care; (3) provides enablers for increased independence and empowerment; and (4) incorporates a comprehensive health economic cost analysis. The findings derived from these trials will provide evidence for the efficacy and feasibility of our OHP to be delivered across a far greater range of chronic conditions. 
